Objective: Although modern rates of perioperative stroke after carotid endarterectomy (CEA) have been shown to be low, the degree of disability after a stroke is unclear. Our goal was to assess the degree of disability of perioperative stroke after CEA in patients without perioperative impairment.
Methods: The National Surgical Quality Improvement Program database was queried for all CEA cases. Rankin score was used to assess degree of disability from stroke. This is scored by 0, no symptoms; 1, no significant disability; 2, slight disability; 3, moderate disability; 4, moderately severe disability; 5, severe disability; 6, dead. Patients were included only if they had a preoperative Rankin score of 1 or lower. Multivariable analysis was used to assess predictors of a higher postoperative Rankin score.
Results: There were 8733 CEA patients identified with a preoperative Rankin score of 0 or 1. Mean age was 71.1 6 9 years, and 61% were male. The majority (88%) were asymptomatic. Preoperative antiplatelet use was 89%, and 82% were taking a statin medication. Mean operative time was 119.8 6 47 minutes. Perioperative stroke rate was 1.3%, and death was 0.6%. Patients with postoperative stroke who had symptoms had no significant disability in 22%, slight disability in 17.1%, moderate disability in 10.3%, moderately severe disability in 17.1%, and severe disability in 8.5%, and death after stroke occurred in 1.7%. Operative time (odds ratio, 1.38; 95% confidence interval, 1.11 1.7; P ¼ .003) per hour and preoperative bleeding disorder/dysfunction (odds ratio, 1.79; 95% confidence interval, 1.04 3.1; P ¼ .037) were independently associated with postoperative stroke with increasing Rankin score.
Conclusions: Although the rate of stroke after CEA is low, more than half of patients who suffer a perioperative stroke will have some degree of disability, whereas more than one-third will have moderate to severe disability. These findings provide an evidence base for improved informed consent and risk-benefit discussions with patients. Objective: Different randomized trials have shown an excess of minor strokes in patients assigned to carotid artery stenting (CAS) compared with those assigned to carotid endarterectomy (CEA), with no difference in rates of disabling stroke or death between the two approaches. We sought to assess the severity and impact of perioperative stroke after CEA and CAS using a real-world national data set.
Methods: A retrospective analysis of 22,116 CEA and 690 CAS cases in the targeted American College of Surgeons National Surgical Quality Improvement Program (2011-2016) data set was performed. The severity of stroke was categorized according to postoperative Rankin score to minor stroke (with no significant or slight disability, moderate disability, severe disability, and fatal stroke. Multivariate logistic regression and coarsened exact matching were performed on the basis of age, sex, race, symptomatic status, comorbidity (diabetes, chronic obstructive pulmonary disease, congestive heart failure, hypertension, chronic kidney disease, bleeding disorders), contralateral stenosis, smoking history, and the use of antiplatelets and beta blockers.
Results: The overall rate of postoperative stroke was 2.2% (CAS, 3.6%; CEA, 2.2%; P ¼ .01). On multivariate analysis, CAS was associated with 82% increased odds of 30-day stroke compared with CEA (odds ratio, 1.82; 95% confidence interval, 1.11-3.01; P ¼ .02). Around 67% of strokes occurred before the patient's discharge from the hospital, mostly within the first postoperative day (median [interquartile range]: CAS, 1 [0-1.5] days; CEA, 1 [0-4] days; P ¼ .17). Minor strokes occurred in 46.5% of patients, moderate in 18.6%, severe in 22.1%, and fatal in 12.9%. There was no difference in stroke severity between the two procedures on univariate analysis as well as after 1:1 and 1:many coarsened exact matching (Table) . Thirty-day mortality after postoperative stroke was 9.8% and was not different between CAS and CEA (16.0% vs 9.5%; P ¼ .29). Patients with more severe strokes had longer length of stay and were more likely to be discharged to rehabilitation centers and skilled facilities rather than to home (Fig) . Moreover, there was a trend of increased target lesion revascularization within 30 days in patients with severe stroke (18.1%) compared with those with minor (6.8%), moderate (11.3%), and fatal (10.2%) strokes (P ¼ .09).
Conclusions: Contrary to findings from randomized clinical trials, this study shows no significant difference in the severity of stroke after CEA vs CAS, despite an overall increased risk of stroke after CAS. A significant proportion of postoperative strokes after these procedures caused 
